Background 15 It is vitally important to take into consideration women's role in dietary pattern choice and family 16 food management. Since women's readiness for dietary behavioral change can be one of the most 17 effective fundamental measures for preventing chronic diseases in developing countries, the 18 present study is aimed to determine the readiness for behavioral change in voluntary salt intake as 19 well as its determinants among women living in Tehran.
145
Study Design: 146 The present cross-sectional (descriptive-analytic) study was conducted on 561 women visiting 147 women's care units in Tehran, Iran, selected through convenience sampling. 148 Inclusion criteria: Women who: 149 1. were willing to participate in the study; In this study, a researcher-made questionnaire was used that included 4 sections in the fields of 158 nutritional knowledge, discretional salt intake, women's readiness to change behavior and self-159 efficacy. The questions in this questionnaire were based on the aims of the study, review of the 160 studies, specific cultural and social conditions of Iranian women. 161 Demographic questionnaire included age, occupation, and level of education. In terms of 162 occupation, women were divided into two groups: employed and home-makers. In terms of the 163 level of education, considering the diversity in this factor, women were divided into three groups 164 of below high school diploma (elementary and high school education), high school diploma, and 8 165 university education in order to check the relationship between this factor and the qualitative 166 variables of the study. 167 Self-administered questionnaire consisted of several section. In the first section measuring 168 women's nutritional knowledge was regarding the relationship between high salt intake and 169 diseases. Each correct response received the score of 1 [46] . The other question was related to the 170 presence of someone in the family who had limitations on salt intake. The answer "yes" showed 171 the salt intake-limited exposure group in the family.
172
The second section focused on the discretionary salt intake. Over 60% of salt intake in Tehran is 173 the salt added in cooking or at the table [13] . Also, it is difficult to precisely measure salt intake 174 [6, 47] . Therefore, in order to prevent the recall bias and since self-reported avoidance of salt intake 175 has a high correlation with the actual behavior [48] , the habit of adding salt in cooking and at the 176 table was questioned. Respondents could select one of the options of "always", "often", 177 "sometimes", "rarely", or "never" (respectively scored 1 to 4) for each item on salt intake in 178 cooking or at the table. To classify the responses, the answers given to these questions were 179 congregated as "salt users" or "non-salt users". Non-salt users were those who never, rarely, or 180 sometimes added salt in cooking or at the table. Salt users where those who had selected the 181 answers "always" or "often" [49, 50] .
182
The third section determined the readiness for changing salt intake which was designed at the scale 183 of stages of change based on the trans-theoretical model using the questionnaire used by Newson 184 e al [6] . With this scale, the intention and decision of individuals regarding discretionary salt 185 intake were determined by selecting one of the five stages of pre-contemplation, contemplation, 186 preparation, action, and maintenance. To determine the predictors of readiness for changing the 187 behavior of discretionary salt intake, stages of change were divided into three categories of pre-9 188 contemplation (not ready for change), ready for change (including contemplation and preparation), 189 and action (change has occurred; including action and maintenance).
190
The fourth section was on women's self-efficacy for reducing salt intake, including 6 questions 191 scored on a five-point Likert scale from "Not at all sure" to "Completely sure" (scored 1 to 5, 192 respectively). Minimum and maximum possible scores were 6 and 30, respectively. Questions in 193 this section were designed based on the Persian adaptation of the General Self-Efficacy Scale 194 (GSES) [51] and Self-Efficacy in Nutritional Behavior Scale (SENBS) [52] . 195 In the pilot study conducted to determine the ease of understanding the self-efficacy questionnaire, To determine the face and content validity of the questionnaire, a panel of experts (10 experts and 203 professors) was used and their opinions regarding the clarity and appropriateness of questions for 204 the objectives were applied.
205
In the data collection procedure, first explanations were given by the researcher regarding study 206 objectives, confidentiality of data, and that no names or address had to be written on the 207 questionnaires. Then, eligible women entered the study if they were willing to participate. The Kolmogorov-Smirnov test was used to determine the normality of quantitative data. The 212 relationship between personal-social variables, knowledge, and self-efficacy with dependent 213 variables (discretionary salt intake and stages of change in salt intake behavior) was assessed using 214 Spearman's correlation and chi-squared test. Logistic regression was employed to determine the 215 predictors of readiness for changing the behavior of discretionary salt intake. In all tests, the 216 significant level was <0.05. This study was approved by the Committee of Ethics in Research,
217
Shahed University (IR.Shahed.REC.1394.280).
218

Results
219
Mean age of women was 36.21±10.1 years, ranging from 18 to 60 years. Most women (36.2%) 220 belonged to the age group of 30 to 39 years. Older women had lower levels of education (r=0.287, 221 p<1.001). The level of education of 46.5% of women was university, and 38.8% (218 women) had 222 high school diploma. Also, 66.6% of women were homemakers. Employed women had levels of 223 education 3-fold higher than that of homemakers (p<1.001). Relative frequency of discretionary 224 salt intake in cooking and at the table based on women's characteristics are presented in Table 1 .
225
40% women had someone in the family who had such a limitation (salt intake-limited exposure 226 group). Compared to younger women, more women aging 40 years or older belonged to the salt 227 intake-limited exposure group (p=0.045). The knowledge of women regarding the relationship 228 between salt intake and diseases was undesirable in 44.7% of cases (i.e. they had answered less 11 229 than half of the questions correctly), and only 28% of women had a desirable knowledge of this 230 matter. Mean score of self-efficacy for reducing discretionary salt intake was 19.58±6.4.
231
Discretionary salt intake in cooking: In cooking, over half of the women (52.6%), 232 163 women (29.1%), and 39 women (6.9%) always, often, and never added salt to food, 233 respectively. Adding salt to food while cooking had a significant correlation with the salt intake-234 limited exposure (Fisher's exact test, p=0.046). The ratio of women who exposure salt intake 235 limitation and added salt to food (77.6%) was less than the ratio of women who did not exposure 236 such a limitation and added salt to food (84.3%). Mean score of self-efficacy was higher in women 237 who did not add salt in cooking than those who did (22.4±6.3 vs. 18.9±6.2, respectively, p<0.001).
238
Discretionary salt intake at the general, 66% of women were salt users. Age and mean self-efficacy score were significantly 251 correlated to the total salt intake (p=0.048 and p<0.001, respectively). Stages of behavior change of discretionary salt intake: 288 In terms of the behavior changing of discretionary salt intake stages, about one-third of women 289 (31.9%) were in pre-contemplation, following by 22.3% in contemplation, 18.9% in preparation, 290 8.2% in action, and 18.7% in maintenance.
291 Table 3 presents the relationship between stages of changing the behavior of discretionary salt 292 intake in terms of pre-contemplation, readiness (contemplation and preparation), and action (action 293 and maintenance) with women's characteristics. Women belonging to the age group of over 40 294 years were in the stage of preparation more than the two other age groups (respectively 45.3 vs. 295 40.4% in the age group of 30-39 years and 37.3% in the age group of <30 years) (p<0.02). The present study determined readiness for changing the behavior of discretionary salt intake in 333 adult women residing in Tehran and its determinants, including age, occupation, level of education, 334 knowledge level regarding the relationship between salt intake and diseases, self-efficacy score, 335 and salt intake-limited exposure in the family as the most important determinants of women's 336 readiness for changing the behavior of discretionary salt intake. Results revealed that the majority 337 of women were at the pre-contemplation stage. A limited number of participants were in the 338 maintenance stage and had a significantly higher self-efficacy score compared to those in the pre-339 contemplation stage.
340
In the present study, women over 40 years of age consumed less salt at the table and had a more 341 advanced level of readiness compared to the other age groups. Age is a demographic characteristic 342 which determines discretionary salt intake. Results can be interpreted by assuming that, as age 343 increases, individuals focus more on their health and healthy eating habits.
344
Level of education is an indicator of the socioeconomic status and helps a healthy diet. In the 345 present study, the level of education had a significant correlation with the amount of salt added at 346 the In the present study, occupation as another indicator of socioeconomic status showed no significant 354 correlation with levels of changing the behavior of discretionary salt intake. Chen Ji [53] showed 355 that the level of salt intake was higher in those with lower levels of occupation.
356
These factors include a range, from individual determinants to environmental, social, and cultural 357 characteristics. They direct individuals to attach importance to the type and quality of food based 358 on economic conditions of the family, ensuring health, and meeting the needs.
359
A significant positive correlation was observed between stages of change and self-efficacy scores.
360
In other words, self-efficacy scores increased as individuals advanced in the stages of change 361 towards action and maintenance. In the action and maintenance stage, 87% of participants never 362 added salt in cooking. Moreover, 45% of women in this stage never added salt to food at the table.
363
The study by Newson [6] showed that 22% of the sample often or always added salt to food before 364 tasting it and 58% never added salt to food at the In recent study by Jeong, the most important aspect of readiness for changing a behavior was a 386 high self-efficacy score [54] . Participants considered environmental support and motivation as the 387 most important factors leading to behavioral change, consistent with the results of Chen [53].
388
Assessing Iranian women's readiness for change is the first step towards the assessment and 389 promotion of food and nutrition literacy. Readiness for changing behaviors is a novel concept 390 which receives considerable attention today. However, few studies have been conducted on this 391 issue among women.
392
According to studies, the assessment of readiness for changing behaviors has the best results when 393 the context is defined well. In the present study, women's readiness to change the behavior was This questionnaire needs further corrections before being used for extensive society-level studies.
399
A strong validation process and a larger sample size are required.
400
Conclusion
401
The evaluation of readiness for changing a behavior is a novel concept in society-level dietary 402 interventions. These instruments and questionnaires can be easily implemented by experts and 403 health workers. Therefore, it can be used in large society-level studies after corrections and final 404 approval.
405
Results of the present study showed that the evaluation of the stage of readiness for changing 406 dietary behaviors can be a useful tool in interventional studies which aim to change dietary 407 behaviors since it provides the opportunity to identify readiness for change in different social 408 groups.
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